Antiretrovirals are used with great success for the treatment of HIV and, increasingly, for its prevention. Because these medications almost always require a prescription, control of the epidemic has progressively come under the purview of a health care system that has myriad problems, including physician shortages.
In this context, community pharmacists have incredible untapped potential. Pharmacies are easily accessible, and pharmacists are often available without appointment. Because pharmacies and pharmacists usually are not linked to specific health conditions, the setting is considered largely free of HIV-related stigma.
We propose expanding pharmacists' roles in HIV prevention related to preexposure prophylaxis (PrEP) and postexposure prophylaxis (PEP), as well as HIV testing and harm reduction. A role expansion may require (1) working within jurisdictions' pharmacist scope of practice laws and policies (policy), (2) ensuring appropriate HIV literacy through pharmacist training programs and continuing education courses (education), and (3) building necessary infrastructures with regard to billing and reimbursement, health information technology, and physical settings (infrastructure; See the box on page 860). We share specific recommendations and promising models in each area. 4 Advocacy might convince pharmaceutical companies to prepackage these PEP "starter packs," potentially facilitating wider access while minimizing waste and financial strain; some insurance plans' mail-order mandates (that restrict obtaining medication from a community pharmacy) also must be addressed. In January 2019, California lawmakers introduced a bill that would lift the prescription requirement for PrEP and PEP, allowing pharmacists with special training to initiate and dispense the medication. 5 Other policy changes are necessary to expand HIV testing and harm reduction in pharmacies. State pharmacy practice acts may require amendment to allow pharmacist provision of point-ofcare tests; by federal regulations, such testing may be permissible if the pharmacy has a valid Clinical Laboratory Improvements Amendment (CLIA) Certificate of Waiver and adheres to CLIA regulations. A pilot study in Michigan showed acceptability and feasibility. In jurisdictions where syringe access programs allow for the sale and furnishing of syringes in pharmacies, pharmacists are at the front lines. These jurisdictions should consider supporting more intensive interventions delivered by pharmacists, including education, counseling, and linkage to services, such as in a successful pilot program in New York City that increased use of sterile syringes among drug users. 6 Pharmacists should work with their jurisdictions' health departments, regulatory bodies, and legislators to develop strategies to lift restrictions on syringe access; model legislation should be drafted and best practices identified and disseminated.
POLICY

EDUCATION
As roles in HIV prevention expand, other health care professionals should be aware of how pharmacists can help deliver frontline services mirroring involvement in HIV care. 7 Pharmacists should have opportunities to develop a stronger understanding of HIV prevention and management, and integration of related interventions with existing pharmacy business models. Currently, some pharmacy schools offer HIVspecific electives and other experiential opportunities for students, but such offerings are far from universal. The Centers for Disease Control and Prevention also offers training for pharmacists on HIV testing in pharmacies (available at: https://effectiveinterventions.cdc.gov/en/2018-design/hiv-testing/group-1/ hiv-testing-in-retail-pharmacies).
Pharmacists should be familiar with their jurisdictions' HIVrelated confidentiality protections, patient record-keeping requirements, and surveillance protocols. Lessons in cultural awareness and sensitivity, and the role of stigma in engagement in care and adherence to medications and appointments, should underpin clinical content. As current opportunities tend to focus more on pharmacotherapy to address the needs of people with HIV, further advocacy is needed to shift toward a more "status-neutral" approach (i.e., one that addresses the needs of those at risk for HIV and those living with HIV).
INFRASTRUCTURE
Pharmacists should be recognized as health care providers and, as such, should have authority to bill for services, including HIV-related counseling. To date, the lack of recognition and the confines of the community pharmacy setting have restricted pharmacist reimbursement for services delivered and access to the information technology and physical space necessary to test and counsel patients effectively or ensure appropriate linkage to care. Billing requires appropriate infrastructure and an understanding of reimbursement codes related to HIV prevention services. This also would necessitate access to patients' comprehensive medical records. Although the emergence of patient portals and other health information technology has connected many pharmacists to patients' health records, access across practice settings remains uneven; some community pharmacies may experience financial barriers to accessing these databases and complying with reporting requirements.
Mechanisms for medication reimbursement may actually impede pharmacist involvement in HIV prevention. In the aforementioned pilot program in
REQUIREMENTS FOR EXPANSION OF PHARMACISTS' ROLES IN HIV PREVENTION
Challenges to Maximizing Pharmacist Potential as Partners in HIV Prevention
Recommendations Policy (i.e., working within jurisdictions' pharmacist scope of practice laws and policies)
Expand CDTM laws to include point-of-care HIV testing and provision of PrEP and PEP medication across all pharmacy practice settings.
Amend jurisdictions' scope of practice laws and policies to allow pharmacists' greater involvement in HIV prevention (e.g., prescriptive authority, dispensing medication pursuant to non-patient-specific orders, testing in the pharmacy setting through CLIA waivers).
Conduct and publish more high-quality studies showing pharmacist effect on HIV testing and treatment to inform policy changes.
Education (i.e., ensuring appropriate HIV literacy through pharmacist training programs and continuing education courses)
Ensure that other health care providers (e.g., medical doctors, nurse practitioners, physician assistants) are familiar with pharmacists' training, pharmacists' scopes of practice, and collaborative practice models (e.g., CDTM).
Standardize recommendations for pharmacy schools' curricula on HIV management and prevention, including PEP and PrEP.
Develop continuing education courses for practicing pharmacists on HIV management and prevention, including PEP and PrEP.
Infrastructure (i.e., building necessary infrastructures with regard to billing and reimbursement, health information technology, and physical settings)
Recognize pharmacists as health care providers who also possess the authority for billing and reimbursement for time and improved patient outcomes. Expand use of health information technology (e.g., patient portals; read and write access to patient data such as laboratory results, medical history, and primary care provider notes).
Standardize recommendations for documentation, reporting, and management.
Promote inclusion of separate, private space for patient consultation and point-of-care testing in community pharmacy settings.
Note. CDTM = collaborative drug therapy management; CLIA = Clinical Laboratory Improvements Amendment; PEP = postexposure prophylaxis; PrEP = preexposure prophylaxis.
New York, pharmacists assessed exposure and distributed PEP starter packs as indicated, 4 but this required pharmacists to open original containers and dispense medications in other vessels, diminishing the utility of the remaining medication and potentially leading to billing errors, such as being billed for both the starter pack and the remaining medication.
Assessing risk requires screening for sensitive information (e.g., sexual behavior). To facilitate effective counseling, many states legally mandate maintaining a private space for such purposes. With the right incentives aligned, such as scope of practice and reimbursement, community pharmacies lacking such spaces may seek to construct them.
CONCLUSIONS
Pharmacists hold a unique position among all health care providers; they are accessible and provide care to individuals with diverse conditions. HIV, with its persistent stigma and associated structural barriers to clinical engagement, presents a prime opportunity for community pharmacist intervention. Many challenges are jurisdictionspecific, including the need for policy change with regard to pharmacists' scopes of practice, appropriate training of pharmacists in these areas, and further development of the infrastructure necessary to support expansion of practice. When challenges have been addressed, successful programs flourish and stand to benefit their communities, driving new infections down. Although political will and investment may be required, these high-value interventions can effectively address health equity concerns as they prevent disease.
A Primary Prevention Approach to the Opioid Epidemic
Fraser and Plescia recently published an essay in AJPH, "The Opioid Epidemic's Prevention Problem," which called out the elephant in the room-primary prevention's role in the opioid crisis.
1 While we grieve the lives lost because of opioid overdoses and wring our hands over the rate of drug overdose deaths increasing another 9.6% in 2017 from 2016, calls for more upstream work including primary prevention remain unanswered. 2 Dispensing naloxone and prescription drug monitoring programs have had a positive impact on the opioid crisis. However, as the authors declare, "these strategies alone will not end the opioid epidemic." 1(p215) As is, naloxone stands to reduce the opioid overdose mortality rate, and treatment stands to reduce opioid use disorder (OUD) prevalence. However, ending the opioid crisis will require reducing the incidence of opioid misuse rate, and this will be achieved by protecting unsuspecting victims from starting down the road to OUD in the first place. As medication experts, pharmacists serve as gatekeepers of safe medication use for patients. This includes verifying the appropriateness and safety of the medication being dispensed, and educating the patient about appropriate use of that medication. The focus of this editorial is on the role of the community pharmacist in preventing OUD in high-risk individuals. We propose a means to prevent OUD in the community pharmacy setting. We will also share our own experience implementing a statewide community pharmacy initiative called ONE Rx (Opioid and Naloxone Education). 
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